There is a third standpoint-that of the patient. To him prognosis must take first place, and criticism can justly be levelled against the surgeon who, before performing an operation with a definite mortality, does not first consider the ultimate prognosis and then acquaint the patient, if not with the whole unpalatable truth, at least with some measure of it.
In 1909, Garceau [2] of New Orleans published his book on " Tumours of the Kidney" and his findings have frequently been quoted by other writers. He collected 176 cases of renal tumour, in 143 of which nephrectomy was performed with an operative mortality of 23% [Table I ]. Thompson-Walker [3] summarizes Garceau's findings by stating that the average duration of life after the appearance of the first symptom is three and a half years and that with operative treatment only 7 to 10% survive to the end of the fourth year. One might go further and point out that of 143 cases subjected to nephrectomy Garceau was only able to find two patients alive after ten years and one of these died from recurrence before the eleventh year. In children recurrence is stated to be more rapid and there is a higher operative mortality.
In a recent clinico-pathological survey of hypernephromata, Gottesman, Perla and Elson [41 found that malignancy was very variable. In 30% of their cases the tumour was a chance observation at autopsy. They concluded that the neoplasm might exist for many years before the onset of symptoms and that there was a marked variation in the rate of growth and in the interval between the onset of symptoms and the death of the patient. When we examine the details of their clinical cases, however, this appears to be perhaps a somewhat optimistic conclusion, for out of 28 cases in which the diagnosis was made clinically, 15 were already inoperable from the presence of secondaries, and in the 13 cases of nephrectomy the average duration of life was only two years, the longest being seven years. Slightly more encouraging results have been reported by Swan [5] . Out of 51 cases of renal carcinoma, nephrectomy was possible in 32, with an operative mortality of 16% (five cases). Of these 32 patients, 13 were alive or had died without recurrence at the time the article was published. It will be seen from the accompanying table that eight out of 32 patients (25%) were alive after three years, the longest survival being just less than twelve years. The results of five nephrectomies for renal sarcoma are also shown. At the International Congress of Urology in 1933 Swift Joly [6] collected a large number of cases of malignant epithelial tumours of the renal pelvis. Out of 125 traced cases of nephrectomy for this condition 27% (34 patients) were alive at varying periods up to and including five years; 5% (six patients) were alive over five years after nephrectomy. These results are not encouraging and suggest that there is little difference in prognosis between malignant tumours of the renal pelvis and those of the kidney itself.
We have collected 29 cases of malignant renal tumour in all of which nephrectomy was performed, with a view to considering what factors, if any, influence the prognosis in these unfortunate patients.
The first factor is the histology of the tumour.
Histology.-We have divided these tumours into four groups: hypernephroma, granular-celled papillary carcinoma, carcinoma of the renal pelvis and mixed tumours. The microscopical appearances of a hypernephroma are too well known to merit description.
A granular-celled papillary carcinoma is a tumour with coarsely granular cells and a well-marked papillary arrangement. Occasionally in these cases there are multiple primary growths in the kidney. They closely resemble and may have a developmental relationship with the small subcapsular papillary adenomata which are found not uncommonly in kidneys at routine post-mortem examinations.
Carcinoma of the renal pelvis and mixed renal tumours require no description.
The following table gives details of the survival periods in the various groups. In such a small number of cases it is difficult to draw any conclusions. In the two largest groups it is interesting to note that the percentage of 3-year cures in the hypernephromata is 33% and 15% in the granular-celled papillary carcinomata. In the latter group many of the patients died within the first year.
One patient with a granular-celled papillary carcinoma survived over fifteen years, only to die of recurrence.. She was a woman aged 42 and was admitted to the Middlesex Hospital in August 1916. when nephrectomy was performed on account of an encapsulated tumour in the lower pole of the left kidney. Convalescence was uneventful, and her subsequent health was satisfactory until 1931, when she complained of pain in the back and left loin. An irregular mass was then present in the left hypochondriac region, and a few months later a skiagram showed a secondary deposit in the neck of the left femur. The patient died in April 1932, fifteen years and eight months after the nephrectomy. At post-mortem examination a mass of growth was found in the loin, adherent to the spine and spreading down towards the pelvis. The liver was greatly enlarged by many secondary'deposits, and secondary deposits were also present in the pelvic peritoneum. The right kidney was somewhat enlarged but otherwise normal. This case is unique in the length of time which elapsed between operation and recurrence.
We attempted to make some classification of these tumours bv Broder's method, but abandoned it owing to the difficulty in comparing one type of growth with another. If one can draw any conclusion from a histological classification, it is that recurrence appears to take place more rapidly and more certainly in the granular-celled papillary carcinomata than in the hypernephromata.
Size and extent of the tumours.-Apart from the general condition of the patient, the factors which increase the difficulty of the operation and its mortality are the size of the tumour and the presence of many adhesions.
In 14 cases in this series it was noted at nephrectomy that the growth had involved the perinephric tissues or the pedicle of the kidney and the renal vein, or that enlarged glands were present. One of these patients died following the operation; two were untraced; of the 11 remaining patients all died from recurrence, nine of them within one year. The average duration of life after nephrectomy was only eight months. The average duration of life for all cases in this series was two years and nine months, including eight patients still alive and free from recurrence.
These figures only bear out the obvious-that the surgeon who removes an advanced malignant renal tumour can be certain that the patient has but a few months to live.
Does the converse hold true ? Can a relatively good prognosis be given when the tumour is small or almost encapsulated.
In nine cases in this series the growth was early or encapsulated. Their average duration of life was four years two months, including three patients still alive and free from recurrence. It is natural that we should expect a somewhat better prognosis. Unfortunately, it is in these small renal tumours that occasionally the first symptom of disease is the appearance of a distant metastasis.
Type of operation.-Thompson-Walker [3] has stated that the ideal operation should remove the kidney and growth, the adipose capsule, lymph vessels and glands, and the fat in which they are embedded and the suprarenal glands. A similar view was stated by Garceau [2] .
In many of the cases in this series a certain amount of perirenal fat was removed with the kidney, but in few, if any, was the suprarenal gland or the adjacent lymph glands removed. Yet the figures in this series of the survival period do not appear to be worse than those given by other writers, and the immediate operation mortality of 10% is somewhat better.
With the ultimate prognosis grave, and the operative mortality considerable, it appears doubtful whether anything should be added to the operation of simple nephrectomy, or even if this should be persisted in when exploration has shown the diagnosis to be certain, the kidney adherent, and the operation a difficult one. This operation should never be regarded as of the " kill or cure " variety.
X-ray therapy.-Only a small number of these cases have been treated by X-ray therapy and then usually after local recurrence had taken place. Two patients were given post-operative prophylactic X-rays. One of these is alive and free from recurrence two years later: the other, a patient with a large and adherent renal growth, died within a year.
We are obviously unable to come to any conclusions as to the value of this treatment, but it is felt that any treatment which might possibly benefit theipatient should be tried. One is tempted to ask if a patient can ever be considered cured. Garceau [2] stated that " An individual who has had nephrectomy performed for removal of the diseased organ, even if the operation has been an early and a thorough one, is never to be considered safe from the danger of a recurrence.
At the present time there is no remedy other than surgery which can be offered to the patient. A successful nephrectomy may prolong life for many years-even though there is only a faint chance of permanent cure-and the exploration sometimes enables the diagnosis to be made. Nor does Fortune never smile on surgical endeavour. A solid renal tumour weighing 22 lb. was removed from a woman aged 20 by Gordon-Taylor [7] . She made an uninterrupted recovery and histological examination showed the growth to be innocent-an adenofibroma of the kidney. Here, perhaps where least expected, an excellent prognosis could be given. The patient was alive and well eight years later, and is the mother of three children.l [Our thanks are due to the Bland-Sutton Institute of Pathology for assistance in the preparation of this report.]
ABSTRACT.-The investigation of cases suspected of stone is concerned with (1) those in which a shadow is visible and (2) those in which X-rays throw no shadow.
In the former group the nature of the shadow must be determined. If a stone, it miust be accurately placed in the urinary tract and the anatomy and function of the affected and unaffected parts of the tract must be determined.
A stone may be recognized by the characteristic shape to which it grows in the pelvis, in a calyx or in the ureter. In the earlier stages, or when the shape of the shadow is not characteristic, radiograms may be made on inspiration and expiration. In orthopsedic and other cases immobilized for long periods interesting calculi may form and may subsequently be disintegrated and passed, or may require surgical treatment.
For stones in the kidney and upper ureter pyelography by the descending route is ideal. For infected stones the retrograde route is preferable. For small ureteric stones at opaque catheter is best.
Non-opaque stones are of real surgical significance. It is essential to make a positive diagnosis in a case of suspected stone, even if operation is not required. Furthermore, nonopaque stones are sometimes sufficiently large to demand operative removal. The presence of these stones can be inferred from descending pyelograms, and the stones themselves can be displayed by means of the opaque material they pick up in the course of a descending pyelography.
RlsuME.-Dans l'etude de cas suspects de calcul il s'agit (1) de ceux chez lesquels la radiographie donne tine ombre visible, et (2) ceux ofu les rayons X ne donnent pas d'ombre.
Dans le premier groupe il faut determiner la nature de l'ombre. Si elle represente un calcul il faut qu'elle soit exactement localisee dans des voies urinaires, et l'anatomie et la fonction des parties affect4es et non affectees de l'appareil urinaire doivent etre d6termin6es.
